It is generally accepted that a weight of '2,500 g or less' is 'low birth weight' and that birth before the 'end of 37 completed weeks' (259 days) is 'premature birth'. The Perinatal Mortality Survey (Butler & Bonham 1963) has shown that some 35% of 'low birth weight' babies are not prematurely born.
'Smallfor dates': This term assumes that patterns of birth weight by dates are available and that some definition of 'small' can be accepted. Walker (1965) suggested that up till 37 completed weeks poor intrauterine growth should be assumed for babies below the 25th percentile.
Weight for agepercentiles: In Fig 1 are shown the 50th, 10th and 5th percentiles (all cases). The mean rises steadily to reach over 3,500 g some two weeks after the expected date of delivery (weights are for 'completed weeks'). The tenth percentile reaches 3,000 g after forty-one weeks and the 5th runs close of 2,750 g. These readings are all somewhat above (100 g) the Gruenwald (1966) and Neligan (1965) percentiles.
At term babies of primigravide of 65 in.
(1-65 m) or greater height are nearly 450 g (at mean) heavier than babies of primigravidee under 61 in. (1-55 m) in height. The 10th percentile for babies of tall primigravide is identical with the 25th percentile for babies of small primigravida. After the 36th week male babies weigh some 100 g heavier than female. Effect on selection: It is clear therefore that, if we use any percentile on a mixed community to select out 'small for dates' babies, the group so selected will contain an excess of female babies and of babies of small mothers. Thirty-eight per cent of babies (2,500 g or less after 39 weeks) are from mothers less than 61 evidence of intrauterine malnutrition. There was no maternal height influence nor was there any effect of faetal sex. This suggests, therefore, that the small female baby of the small mother is as well nourished as the bigger male baby of the tall mother.
Numbers: -Up till the 39th week (i.e. 273 days) only some 18 % of babies have been born. In every 1,000 babies born there are 50 below the 5th percentile and of those only 9 will have been born by the 273rd day. The 5th percentile selects out of every 50 such babies 41 to be born after the 273rd day of gestation and it is with this group that we are at the moment mostly concerned.
The Small Term Baby (2,500 g or under, 39 completed weeks or later, i.e. from 273 days onwards) Incidence: In the years 1960-3 inclusive there were in Dundee 14,485 legitimate single maternities. Of these 215 babies (I 5 %) were known to be born at 39 completed weeks or later and weighed 2,500 g or less at birth. This group constitutes 24% of all premature (by weight) babies born in Dundee (single legitimate pregnancies).
Perinatal death: There is a perinatal death rate of 10%, the major component being stillbirth, and intrauterine death of the 'fade out' variety being the biggest risk (10 out of 15 deaths). The first week death rate is very low indeed once foetal mortality is excluded (30 and 15 per thousand).
Clinical cause of 'small for dates': Walker (1965) has shown that in the prematurely born baby poor growth had a 'clinical cause' in over 80 % of cases.
In some 600% of cases pregnancy is clinically normal ( Table 1) . It is doubtful if these other 'causes' (except deformity) have, in this group, a significantly higher incidence than in term pregnancy generally. There is however, by contrast, a very real difference in the 'clinical causes' for babies weighing less than 1,800 g; only 15 % were associated with clinically 'normal' pregnancy. The mothers themselves: Reid (1961) has shown that some mothers repeatedly have premature babies. Of our 215 mothers, 10 % were true 'repeaters' and had several 'small for dates' babies. Twenty-five per cent had at least one other child weighing less than 2,500 g at or about term. There is, therefore, a 35 % chance that the mother will repeat her performance at least once. In any follow-up study a given baby will, in over onethird of cases, have a similar sibling.
Clinicalfeatures ofthe pregnancy: In patients with (a) previous history (b) hypertension or (c) preceding threatened abortion the clinician should be suspicious that poor growth may occur. Careful palpation may recognize poor growth in those suspicious cases by about twenty-six to twentyeight weeks. In the majority of patients with a normal history or normal pregnancy suspicion of poor growth and diagnosis is likely about thirty to thirty-four weeks. It is just as important that we teach students to estimate the size and growth of the baby itself after thirty weeks.
Maternal weight gain: In a large proportion of cases maternal weight gain falters or ceases soon after thirty weeks.
Hormones : Coyle & Brown (1963) showed that urinary aestriol levels were significantly correlated 30 Section ofObstetrics and Gynecology 879 with faetal growth and feetal weight at birth. Maternal hormone levels should therefore monitor mothers with a bad history or where palpation suggests poor growth or there is poor maternal weight gain. Klopper (1966) confirms Coyle's views but suggests that, in 'retarded feetal growth', cestriol levels tend to flatten after about thirty-two weeks since these pregnancies fail to achieve the late pregnancy rise in cestriol excretion. This is certainly true of many of the retarded growth babies that one has to snatch from the uterus round about the 34th to 36th week. However, in the small term baby that is not so. In most cases the immediate predelivery reading is in the small baby range and this level has been reached by a steadily rising cestriol level, again along the small baby line (Fig 2) .
Discussion
In most cases the baby whose weight is below the 5th percentile at thirty-nine weeks is one who has grown slowly throughout and is probably not at serious immediate risk although his safety margin may be narrow. Such a baby with a clinically normal pregnancy is not liable to premature delivery any more than another baby. In perhaps a quarter of the cases, especially if a second feature is added, there is cessation of otherwise normal growth and a flattening of the foetal weight and the hormone levels. This is a group at possibly a little greater risk.
It is for prospective studies to tell us whether 'small for dates at term! is a serious hazard. Perhaps these babies just continue to be 'not quite so good' for always. We can select significant percentiles only when future studies tell us where the significant risk group begins. We need to study each baby in detail using obstetric history to put it into a group. We need to be careful in the selection of the siblings we use as controls. Pathological and Experimental Aspects ofFetl Growth Retardation 'Small for dates' (SFD) babies are of clinical importance to the obstetrician because of their high perinatal mortality rate. Material from the National Perinatal Mortality Survey (Butler 1965) shows that, in 1958, 68 of every thousand SFD babies born at a gestation of 36 weeks or more died during labour or in the neonatal period. Major causes of death were intrapartum asphyxia, pneumonia and massive pulmonary hemorrhage (Table 1) . Table I Mortality rates per thousand from respiratory and cerebral causes of 'small for dates' babies (birth weight 2 standard deviations below mean) born at 36 weeks and over (Butler 1965) The characteristic findings at necropsy in SFD babies who die have been clearly described by Gruenwald (1963) . The lack of subcutaneous white fat noted clinically is confirmed; the liver, lungs, and thymus are smaller than those of truly premature infants of similar weight; the body length and heart weight are, however, rather bigger than expected for the birth weight and the brain weight markedly so. The changes in relative weights of these organs result in an increased ratio of brain to liver weight, from the normal of about 3: 1 up to as high as 6: 1 in babies who are markedly small for dates, as shown by Dawkins (1964) .
Histological examination reveals maturation of pulmonary alveolar structure and maturation of renal glomeruli in accordance with gestational age. Quantitative histological study (Naeye 1965a) has shown that the reduction in organ size is due primarily to a reduction in cytoplasmic mass rather than to a reduction in cell number. Moreover there is a marked similarity between the relative weight and cellular composition of the organs of these babies and those of babies of normal weight at birth but who later die after a
